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Important notification: The requested personal data are required exclusively for Erasmus+ registration and administrative process. They will be stored at the Institutions' computers and applicable paper folders. They will circulate as necessary among the Institutional staff responsible for Erasmus+ offices. They will not be used for any other reason except Erasmus+ and applicable academic requirements. They might be provided to the French Erasmus+ National Agency and to the European Commission's Erasmus+ applicable services. They will not be provided to any other third parties. By filling in and signing this form you accept to have read and agreed with these conditions. For any clarification and/or query, please contact us to the following email address: 
Student Application Form
Incoming Students

Erasmus+
[image: image2]Academic Year: 
Field of Study: _____________________

Nursing (         Midwives (
Physiotherapy (        Occupational therapy (
Year of studies : ____________________
Student’s Personal Data

	Name: 

	Birth date: …………………………………

Gender: Male  FORMCHECKBOX 
    Female:  FORMCHECKBOX 

Current Address:

………………………………………………...

…………………………………………………

…………………………………………………

Current address is valid until: …. / …. / ….

Tel.: …...…………….……………………..…

Mobile: …….……………………………….…

E-mail: ………………………………………..
	Nationality: ………………………………………...…

Permanent address (if different):
…………………………………………………………

…………………………………………………………

…………………………………………………………

Tel.: …………………………………………………..

(including the international dialling code)


before coming you must 

· have a foreign extended liability insurance
· provide the vaccination certificate duly completed by a doctor- in accordance with the FRENCH vaccination requirements for health professionals. The vaccination certificate, which you will need to complete, will be sent to you once you have applied
Foreseen period of Traineeship: please enter precise dates
From …... / .….. / ……   To …. / ….. / ….      Duration in months

	Student’s Signature:
Date: ……. / ………. / ………......



Sending Institution

	Institution:
	Erasmus Office

	Address:
	Name and Address of Contact Person: 

	Telephone:

Email: 
	Telephone:

Email:


Receiving Institution 

	ERFPS – CHU Rouen – F Rouen 40



	Central Services:

14 rue du P Stuewart
76000 Rouen 


	Contact Person at the Central Level: 

Coordinatrice Erasmus :

Nadia CHERCHEM 

E-mail: erfps.erasmus@chu-rouen.fr
Phone:+33 2 32 88 85 95



	 School/Institute:
Institut en soins infirmiers 
	Campus Erasmus Office:




Studies / Traineeship 

	Foreseen period of Studies/Traineeship: 

From …... / .….. / ……   To …. / ….. / ….      Duration in months: ………….

In which field of care do you wish to do your internship?


	Number of Expected ECTS:

…………………………….……

	Diploma/Degree for which you are currently studying or have just been Graduated: …………..……………………………………………………………..

Academic Year: 1  FORMCHECKBOX 
  2  FORMCHECKBOX 
  3  FORMCHECKBOX 
  4  FORMCHECKBOX 
  5  FORMCHECKBOX 
  6  FORMCHECKBOX 

Have you already been studying abroad?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

If 'Yes'         When:                                          Which Institution:                                                     Country:

	Desired Studies/Traineeship Plan (please indicate Units and/or Activities you wish to attend/develop):

- 






-
-






-

-






-
-






-
-






-
-






-
-









	Briefly, state the reasons why you wish to study abroad:




Language Competence

	Mother Tongue:...................................... Language of instruction at home institution (if different):.................................

	Other Languages
	I am currently studying this language
	I have sufficient knowledge to follow lectures
	I would have sufficient knowledge to follow lectures if I had some extra preparation 

	French
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	English
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other: ______________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Other: ______________
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



if you have an English or French language certificate, please attach it to this document

Work Experience- CLINICAL TRAINEESHIP related to Current Study (if relevant)
	Type of Work Experience
	Firm / Organization
	Period
	Country

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Receiving Institution

We hereby acknowledge receipt of the candidate’s application form, proposed Learning Agreement and Transcript of Records.
The above-mentioned student is:

         FORMCHECKBOX 
  Accepted at our Institution

         FORMCHECKBOX 
  Not accepted at our Institution

	Departmental Coordinator’s signature

…………………………………………………………………...

Date: ……. / ………. / ……….
	Institutional Coordinator’s signature

…………………………………………………………………...

Date: ……. / ………. / ……….











(Photo)*








*required
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